Background The study examined the association between cumulative adversity and current depressive symptoms in a national sample of Israelis aged 50?. Referring to cumulative adversity as exposure to potentially traumatic events along life, the study distinguished between events primarily inflicted upon the self (self-oriented adversity) versus upon another person (other-oriented adversity). The Euro-D is more detailed in querying cognitions and motivations while the ACES-D is more detailed in querying feelings and social alienation. Results In line with the hypothesis, self-oriented adversity had a positive association with depressive symptoms whereas other-oriented adversity had either no association or an inverse association with depressive symptoms. Sociodemographic characteristics and perceived health were controlled in the multivariate regressions. Conclusions The differential association of self-versus other-oriented adversity with depressive symptoms may be explained in terms of social commitments that are inherent in other-oriented adversity and incompatible with depressive symptoms. The study points to the variations in the symptom compositions represented by the Euro-D and ACES-D, with the latter better capturing the difference between self-and other-oriented adversities.
Introduction
Do traumatic events over the life course impair mental health in older age? Behind this question is the issue whether individuals can erase negative experiences in general [4] and traumatic experiences in particular [21] . A central aspect in this regard is the social context in which both the trauma and its sequelae are embedded. The present study addresses this question by examining the relationship of cumulative adversity in life with current depressive symptoms in a national sample of older Israelis. The study proposes a new way to view cumulative adversity by distinguishing whether such adversity focuses on the self or on others.
Cumulative adversity in epidemiological studies usually denotes lifetime exposure to potentially traumatic events, thus representing variability of different populations along a wide spectrum of traumatic experiences [33, 48, 59] . The rationale underlying this concept is that experiences accumulated over the lifetime exert a more lasting influence on physical and mental health than discrete events do. Thus, the limited difference theory of Cole and Singer [14] explicates that over shorter periods of time, single events produce limited differences on current outcomes; for extended periods of time, however, the accumulation of these limited differences produces a substantial impact. This assertion implies that variations in cumulated experiences allow different pathways to affect individuals [56] . Accordingly, consequences of prior trauma are better captured by considering exposure to multiple events than to one focal event only [18] .
Cumulative adversity and mental health outcomes
Epidemiological studies differ in their definitions of traumatic and potentially traumatic events, the composition of the event inventories, the types of samples, and the age range of the respondents. These differences challenge the comparability of cumulative adversity across populations. Thus, reports of lifetime exposure to a traumatic event present a wide range of prevalence: 28% (midlife adults [20] ), 65% (age 17-24 [18] ), 69% (life-span adults [39] ), and 89% (age 18-45 [8] ). Despite this variability, studies indicate that traumatic, or potentially traumatic, events in childhood and adult life are likely to be related with current impairment of mental health as expressed by depressive symptoms and depression [24, 27, 59] , risk of PTSD [8, 25, 37, 39, 49] , reduced subjective well-being [28, 45] , and various types of psychopathology [16, 40] .
Most studies in this area provide one-time, cross-sectional data that may confound retrospectively reported events with concurrent responses to mental health measures. However, a few longitudinal studies confirm the assumed causal impact of cumulative adversity on mental health, although their follow-ups cover limited periods within the life-span [15, 57] . Another concern is the reliance of cumulative adversity studies on indices that sum up the number of traumatic (or potentially traumatic) events during one's lifetime. Such indices are less relevant to models that posit interactive effects between factors inherent to adverse events, such as the events' situational acuteness (e.g., the extent of uncontrollability and life threat) or psychological meaning (e.g., humiliation, entrapment) [12, 16] . However, as noted above, additive indices of cumulative adversity have their conceptual rationale, and, additionally, a heuristic and parsimonious value.
A distinction between self-oriented and other-oriented adversity
Although an additive index of cumulative adversity generally signifies an increasing psychological infliction, different kinds of adversity subsumed within such an index do not necessarily share a similar likelihood to affect mental health. In this interplay between a global and differential approach to cumulative adversity, prior research has largely overlooked the fundamental distinction between self-oriented and other-oriented adversity. This distinction is reflected by the definition of traumatic event in the DSM-IV criteria A1 and A2 for posttraumatic stress disorder (PTSD): ''(1) the person experienced, witnessed, or was confronted with an event or events that involved actual or threatened death or serious injury, or a threat to the physical integrity of self or others [italics added], (2) the person's response involved intense fear, helplessness, or horror'' ( [1] , p. 467). In our opinion, the ''self or others'' distinction reflects whether the traumatic infliction primarily targets the self (e.g., being at risk of death due to illness or accident, being a victim of assault or abuse) or affects the self by primarily targeting others (e.g., witnessing people killed by violence, learning about the unexpected death of a loved one). This distinction is partially evident in classifications that aggregated certain other-oriented traumatic events into categories such as ''learning about traumas to others'' [8] or ''witnessed violence'' and ''traumatic news'' [33] . However, such classifications also included categories that mixed both self-and other-oriented events.
The ''self or others'' distinction gains more relevance since the DSM-IV has defined traumatic event in a wider scope than the DSM-III and DSM-III-R [7, 36] , thus providing more options of ''witnessing'' and ''learning about'' stressors that may evoke trauma. In line with certain studies [18, 33] , we adopt an even wider definition by which trauma may be evoked by a threat to the psychological (and not merely the ''physical'') integrity of self or others. Thus, adverse conditions that do not ostensibly meet the DSM criterion A1 (e.g., experiencing severe economic deprivation, providing long-term care to a severely disabled family member) may be potentially traumatizing if they pervasively and chronically disrupt one's ability to meet essential needs and goals [17, 37] .
A prototypic example of other-oriented adversity, which complicates the self with the misfortunes occurring to others, is bereavement. While most people restore normal functioning after the loss of loved ones, a traumatic reaction may still stem from a failure to reorganize the internal relationship with the deceased [46] . Such a traumatic reaction to bereavement may not be easily detectable as normal grief reactions range from no apparent sadness at all to sizeable distress lasting for years [62] . Another relationship with a significant other that may undergo a traumatic transformation is caregiving to a disabled family member [19] . Other-oriented adversity may also be induced by exposure to horrific events such as war and terrorism [55] . In this case, identification with the original victims, whether because of their group identity or tragic ordeal, may replace an actual relationship with them [60] . Finally, sharing life with a traumatized person [5] , and even relationships through giving professional help to trauma survivors, may generate ''vicarious'' or ''secondary'' traumatization [3] .
The studies cited indicate that other-oriented adversity commonly concerns a socially framed relationship, which is put to the test of an extreme strain or loss. As both selforiented and other-oriented adversity may have an interpersonal nature [18] , it is not the interpersonal encounter that distinguishes between the two but rather the social commitment that accompanies other-oriented adversity. Commitment is an essential ingredient of valued relationships and becomes stronger in adversity [10, 35] ; hence, a higher risk for depression is linked with a failure to maintain one's commitment in core relationships [12] . For example, having a close relative in critical danger often requires family members to act. Similarly, the death of a loved one often imposes an immediate obligation to care for others. Even disastrous inflictions perpetrated on strangers (by crime, war, or terrorist acts) call upon the immediate witnesses to fulfil social duties such as providing emergency help or bearing witness. Hence, persons exposed to other-oriented adversity must often exercise social responsibility, and debilitating effects on their part (e.g., depressive reactions) must be limited, deferred or declined. In contrast, persons exposed to self-oriented adversity have more freedom to be absorbed in their own injurious feelings. Thus, the role of a socially identified victim is more easily assigned to those who undergo selforiented, rather than other-oriented, adversity.
Overview of the database and the hypotheses
The present study analyzed data drawn from SHAREIsrael, the Israeli component of the Survey of Health, Aging and Retirement in Europe (SHARE). Based on the American Health and Retirement Study (HRS), SHARE provides nationwide, multi-dimensional assessments of middle-aged and older people in 15 countries [6] . So far, the assessment of traumatic events in this project is unique to the SHARE-Israel sample. Studies on the impact of lifetime adversity on older adults are still few, even though old age presents pertinent questions about the persistence of posttraumatic effects and their interaction with agingrelated adversity [2, 49] .
Our initial hypothesis is that overall cumulative adversity in life is positively associated with current depressive symptoms beyond the effects of sociodemographic characteristics and perceived health. These covariate effects often entail aspects of stressful life in their own right, such as age-related decline, ethnic group-related disadvantage, deficient resources due to lower socioeconomic status and limitations imposed by health problems. Nevertheless, we maintain that cumulative adversity adds a unique explanation to depressive symptoms, thus reflecting the particular role of traumatic events in overriding subjective well-being and in shaping hostile-world scenarios [52] .
Within the concept of cumulative adversity, a second hypothesis maintains that self-oriented adversity is more strongly associated with current depressive symptoms than is other-oriented adversity, beyond the effects of sociodemographic characteristics and perceived health. This hypothesis is corroborated by prior findings that specific self-oriented events (e.g., being victim to assaultive violence) related to a higher probability of PTSD than other-oriented events (e.g., unexpected death of a close relative/friend) [9, 39] . We do not claim, however, that other-oriented adversity has a lower impact on one's life. Rather, based on aforementioned models [10] , we assume that persons exposed to other-oriented adversity have social commitments which make depressive symptoms inappropriate and obstructive. Adjustment for the perceived health covariate is particularly relevant here, because those exposed to self-oriented adversity are the ones whose health is likely to be directly harmed by injury or illness [29] .
Methods

Participants and procedure
Data were drawn from SHARE-Israel, which presents a national sample of Israelis aged 50 or older and their spouses regardless of age, interviewed during 2005-2006. The design was based upon a probability sample of households within 150 representative statistical areas delineated by geographical and sociodemographic criteria. The Israeli database included 2,598 noninstitutionalized adults in 1,771 households. The participants were interviewed in Hebrew, Russian or Arabic. Data were collected by a comprehensive computer-assisted personal interview, which lasted about 90 min, and a supplementary paper Drop-Off questionnaire, which was returned later [32] . Informed consent was obtained from all participants prior to the interview. SHARE-Israel received ethical approval by the Institutional Review Board of the Hebrew University of Jerusalem.
Uniquely included in the Israeli Drop-Off questionnaire was a measure of lifetime adversity that constitutes the focus of the present analysis. Hence, the present sample is limited to the Drop-Off respondents (N = 1710, 66% of the total sample). Compared with non-respondents who did not complete the Drop-Off, the Drop-Off respondents were similar in gender, education, and gross individual income. However, the latter had a lower proportion of immigrants from the former Soviet Union, a higher proportion of Arab Israelis, and younger (below 60) and married respondents.
Measures
The present analysis addressed the following sociodemographic characteristics: age, gender, ethnic origin (Israeliborn Jews; immigrants from the Middle East or North Africa, Europe or America, and the former Soviet Union; and Arab Israelis); education (seven categories ranked from no schooling to graduate academic degree); annual gross household income (in Euro), and marital status (married versus currently unmarried, the latter including never married, divorced, and widowed). Perceived health status was self-rated on a 5-step scale ranging from ''very poor'' to ''very good.'' The use of this measure in SHARE [6] followed equivalent scales common in health research [41] .
European depression scale (Euro-D)
Adopted by SHARE, this measure was initially designed to integrate different depression measures in 11 European countries [43] . It contains 12 items of recent depressive symptoms (e.g., ''In the last month, have you cried at all?''), scored as a sum of ''yes'' (1, indicating presence of a symptom) and ''no'' (0) encoded answers. Five items were phrased in positive terms (e.g., ''what have you enjoyed doing recently?''; failing to mention any enjoyable activity was scored 1). In the present analysis, a minimum of 80% completion (10 items) was required for scoring, with scores of 10-11 items being interpolated by assigning the respondent's mean of the completed items to the missing one. A sum score of zero (no symptoms) was given to 18.7% of the participants (Median = 2.00, M = 2.80, SD = 2.52). The Euro-D manifested sound measurement properties in European representative samples [13] . Cronbach's alpha coefficient in the Israeli database was 0.75 (in European countries alpha ranged from 0.62 to 0.78 [13] ).
Adapted version of the center for epidemiological studies-depression scale (ACES-D)
Based on the 20-item CES-D [44] , this measure was employed by SHARE in its Drop-Off questionnaire. SHARE adopted the 14-item version that was introduced in the first wave of HRS, in which 11 items pertained to the original CES-D and three others were borrowed from parallel measures. Each item specified a depressive symptom (e.g., ''I felt sad''). Respondents were asked to rate the frequency they had experienced each item in the last week on a scale that ranged from ''almost none of the time'' (0) to ''almost all of the time'' (3). Four items were phrased positively (e.g., ''I was happy'') and reverse coded. The respondent's score was the sum of ratings over all items. In the present analysis, a minimum of 80% completion (11 items) was required for scoring, with scores of 11-13 items being interpolated as noted above. A sum score of zero (no symptoms) was given to 1.1% of the participants (Median = 13.00, M = 13.56, SD = 7.04). Shortened versions of the CES-D, similar to the one used here, showed psychometric properties that approximated those of the original CES-D [26, 58] . The alpha coefficient in the Israeli database was 0.87.
The Euro-D and ACES-D share similar items (e.g., feeling depressed, no enjoyment, troubled sleeping, reduced appetite, lack of energy). Yet, the Euro-D items include cognitions and motivations not queried in the ACES-D (e.g., wishing to die, self-blame, not having hopes for the future, losing interest, failure to concentrate), whereas the ACES-D items are more dominantly phrased as feelings rather than facts, and refer to interpersonal symptoms not queried in the Euro-D (feeling lonely, feeling people being unfriendly, feeling people as disliking). The correlation between the Euro-D and ACES-D in the present sample was 0.60 (p \ .001).
Potentially traumatic events inventory
Based on Breslau et al.'s survey of lifetime traumatic events [8] and a pilot version administered to older Israelis, this inventory was adapted especially for the Drop-Off questionnaire in SHARE-Israel [53] . Selected items were added or changed in order to reflect pertinent experiences in old age (e.g., caregiving and bereavement) and in the Israeli context (e.g., war and terrorism). Other items were condensed (e.g., rape and other kinds of sexual assault) or omitted in case of low self-rated impact in the pilots. Respondents were asked to check whether each of 17 ''difficult life events'' had ever happened to them. They also gave information (not reported in the present paper) about their age at the time of checked events and the perceived impact of those events. Overall cumulative adversity was scored as the number of events that the respondent confirmed to have experienced. Two additional scores derived for each respondent were self-oriented adversity, i.e., the number of confirmed events in which the primary infliction was upon the self, and other-oriented adversity, i.e., the number of confirmed events in which the primary infliction was upon another person. Table 1 specifies the self-and other-oriented potentially traumatic events (8 and 9 items, respectively). The correlation between self-oriented adversity and other-oriented adversity in the present sample was 0.46 (p \ .001).
Statistical analyses
Following execution of univariate and bivariate examinations of cumulative adversity, we tested two models predicting depressive symptoms, indicated by the Euro-D and by the ACES-D, using hierarchical multiple linear regression. In Step 1, both models included sociodemographic variables and perceived health. In Step 2, Model 1 introduced the general score of cumulative adversity whereas Model 2 introduced the self-oriented and the other-oriented scores, simultaneously. An interaction term of both kinds of adversity was also tested in a third step of Model 2.
Results
Incidence and correlates of cumulative adversity
While 24.1% of the respondents reported experiencing none of the 17 potentially traumatic events, 53.4% reported from one to three events and an additional 22.6% reported four or more (Median = 2.0; M = 2.3; SD = 2.3). The most frequently reported events (Table 1) were having had a loved one at risk of death due to illness or accident and having provided long-term care to a disabled or impaired relative (37.1% and 35.6%, respectively). Next in frequency were the events of having experienced extremely severe economic deprivation and having lost a loved one in war or military service (23.3% and 20.4%, respectively). Table 2 shows that higher cumulative adversity was significantly correlated with a higher age, male gender, marital status (currently unmarried), and lower perceived health.
Testing the association of cumulative adversity with depressive symptoms Model 1 of the hierarchical multiple regressions (Table 3) showed that cumulative adversity significantly predicted depressive symptoms in the Euro-D after controlling for sociodemographic and perceived health effects (b = .077, p \ .001), but not in the ACES-D (b = -.006, ns). This result lent partial support to the first hypothesis. Also, the Euro-D and ACES-D scores were both predicted by female gender, Middle-Eastern or North African origin (compared to Israeli-born), lower education, marital status (currently unmarried), and low perceived health. The ACES-D score was additionally predicted by higher age, former Soviet Union and Israeli-Arab origin (compared to Israeli-born), and lower income.
Testing the associations of self-and other-oriented adversity with depressive symptoms Model 2 of the regressions (Table 3) , which controlled for the simultaneous effects of self-oriented and other-oriented adversity as well as for other effects of sociodemographics and perceived health, showed that self-oriented adversity significantly predicted depressive symptoms in both the Euro-D (b = .060, p \ .05) and the ACES-D (b = .061, p \ .01). Moreover, other-oriented adversity failed to predict depressive symptoms in the Euro-D (b = .029, ns) and demonstrated a reverse association with depressive symptoms in the ACES-D (b = -.065, p \ .01). That is, higher other-oriented adversity was related to lower depressive symptoms among people with the same level of self-oriented adversity. The results of Model 2 thus gave Witnessed a terrorist act in which she/he was not harmed personally (O)
5.5
Was wounded in a terrorist act (an attack by terrorists against civilians) (S)
1.4
Victimization Was the victim of crime (such as robbery or fraud) (S)
9.6
Witnessed an accident or violent act in which someone was seriously injured or killed (O) 
Discussion
The present study demonstrated a positive association of cumulative adversity, measured by lifetime exposure to potentially traumatic events, with current depressive symptoms in a national sample of Israelis aged 50 and over. This association was significant beyond sociodemographic and perceived health effects. However, differential analyses revealed that within cumulative adversity, it was self-oriented adversity (potentially traumatic events primarily inflicted upon the self) that showed a positive association with depressive symptoms. In contrast, otheroriented adversity (potentially traumatic events primarily inflicted upon another person) showed no association-or even a negative association-with depressive symptoms. These results support the study hypothesis that self-oriented and other-oriented adversity yield differential mental health consequences when each is net of the effect of the other, and when sociodemographic and perceived health effects are controlled for. Accordingly, the initial hypothesis about the consequences of overall cumulative adversity (self-and other-oriented combined) received only partial support, as the cumulative measure showed a positive association with one indicator of depressive symptoms (Euro-D), but not with the other (ACES-D).
The differential findings were further accentuated by the result that the ACES-D, and not the Euro-D, revealed the inverse association with depressive symptoms by other-oriented adversity. Thus, the effect of self-oriented adversity permeated the whole spectrum of depressive symptoms: anhedonic and psychosomatic manifestations (assessed by both the Euro-D and ACES-D; see the comparative description in Measures, above), cognitions and motivations signifying loss of worth and purpose (predominantly assessed by the Euro-D), and feelings of social alienation and social withdrawal (predominantly assessed by the ACES-D). On the other hand, the inverse effect of other-oriented adversity on depressive symptoms, as assessed by the ACES-D, reflects a particular incompatibility with symptoms hindering social involvement. Hence, the findings conform to our rationale that people exposed to other-oriented adversity, even if traumatized through this exposure, face social imperatives stemming from the relationships and the related commitments affected by that adversity.
The results suggest, therefore, that the use of two measures of depressive symptoms in SHARE was complementary. It helped to delineate differential effects of life stress on subtypes of depressive symptoms and possibly of depression [38] . Hence, while the literature presents well-formulated, factorial compositions within individual measures of depressive symptoms [13, 22] , more research is needed to evaluate how depressive symptoms function as mental health outcomes according to distinct measures coming from different traditions [50] . The impact of cumulative adversity on depressive symptoms needs to be seen in the context of the other factors examined in this study. As expected, low perceived health was related to depressive symptoms [41] . Sociodemographic characteristics in the present Israeli sample also replicated largely universal findings. Thus, depressive symptoms were related to being female, older, widowed, and of lower socioeconomic status [11, 42] . As for origin, which is an Israeli-bound characteristic, participants born in Israel presented a lower level of depressive symptoms relative to immigrants from the Middle East or North Africa and the former Soviet Union, as well as to Arab Israelis. This finding may reflect differences in access to resources and social positions [30, 47] .
Another epidemiological implication concerns the characteristic level of depression in the present Israeli sample. Threshold scores that signal probable clinical depression, whether by the Euro-D in the present survey [53] or by the original CES-D in a previous national survey [54] , indicated that the likelihood of depression in the older population of Israel is nearly twice as high as expected among populations of similar age in the US and most European countries. This elevated level of depression may be attributed to highly stressful events that many older Israelis endured [31, 34, 51] . Future research should examine whether results emerging in a susceptible population, both in terms of traumatic events and elevated depression, can be generalized to other populations.
Relying on cross-sectional, rather than longitudinal, data, this study cannot formulate a causal interpretation of the results. However, it is plausible that cumulative adversity increases the proneness to depressive symptoms in later life. This interpretation is in line with longitudinal studies and the incremental knowledge obtained by cross-sectional studies [33] , although a paradoxical effect of increasing immunity after exposure to trauma is also possible [61] . An alternative interpretation holds that predisposition to depression exacerbates traumatic events in life or increases the tendency to remember and report traumatic events [24] . However, that interpretation poses a difficulty in explaining why depressive symptoms are positively associated with self-oriented, rather than other-oriented, adverse events.
The present study has additional limitations that should be addressed in future research. Thus, the study did not address PTSD which is often considered a relevant outcome in studies of cumulative adversity. However, PTSD risk concerns relatively small portions of the population, approximating one-tenth of persons exposed to a particular trauma [9] . The advantage of using depressive symptoms in research is their applicability to large community populations as well as their sensitivity to both clinical and subclinical conditions [23] . Furthermore, the study did not address the role of positive mental health factors (e.g., subjective well-being, coping, and meaning in life) that could possibly modulate the negative effects of cumulative adversity [52] .
Conclusion
The present study contributes a new view on the link between cumulative adversity in life and current depressive symptoms. We proposed a distinction between selforiented and other-oriented adversity, based on the .304*** .320*** .303*** .324*** implications of social commitment in adverse conditions. The results of the inquiry confirmed that self-oriented, but not other-oriented, adversity is positively associated with current depressive symptoms. Hence, this study points to the social focus of potentially traumatic events as a key component for understanding the cumulative effect of such adversity on mental health in late life.
